The Behavior Rating Inventory of Executive Function-Adult Version (BRIEF-A) is a questionnaire measure designed to assess executive functioning in everyday life. Analysis of data from the BRIEF-A standardization sample yielded a two-factor solution (labeled Behavioral Regulation and Metacognition). The present investigation employed confirmatory factor analysis (CFA) to evaluate four alternative models of the factor structure of the BRIEF-A self-report form in a sample of 524 healthy young adults. Results indicated that a three-factor model best fits the data: a Metacognition factor, a Behavioral Regulation factor consisting of the Inhibit and Self-Monitor scales, and an Emotional Regulation factor composed of the Emotional Control and Shift scales. The three factors contributed 14%, 19%, and 24% of unique variance to the model, respectively, and a second-order general factor accounted for 41% of variance overall. This three-factor solution is consistent with recent CFAs of the Parent report form of the BRIEF. Furthermore, although the Behavioral Regulation factor score in the two-factor model did not differ between adults with attention-deficit/hyperactivity disorder and a matched healthy comparison group, greater impairment on the Behavioral Regulation factor but not the Emotional Regulation factor was found using the three-factor model. Together, these findings support the multidimensional nature of executive function and the clinical relevance of a three-factor model of the BRIEF-A.
Introduction
Executive function is a construct referring broadly to a set of inter-related higher-order cognitive abilities involved in selfregulatory functions that organize, direct, and manage cognitive activities, emotional responses, and overt behaviors (Barkley, 1997 (Barkley, , 2011 Gioia, Isquith, & Guy, 2001; Stuss & Alexander, 2000; Stuss & Benson, 1984) . The specific processes subsumed under the rubric of executive function remains, however, an active area of scientific inquiry (Jurado & Rosselli, 2007; Stuss & Benson, 1984; Tranel, Anderson, & Benton, 1994) . Processes commonly regarded as executive functions include the ability to initiate behaviors; inhibit prepotent responses or competing actions; retain and manipulate information "online" (i.e., working memory); select relevant task goals; plan and organize thoughts and behaviors; think flexibly in order to solve problems or, more generally, to adapt to changes in one's environment; regulate emotions; and monitor and evaluate one's thoughts, emotions, and behaviors. Executive functions, assessed via performance-based and questionnaire measures, have been reported to be associated with multiple aspects of functioning in everyday life in non-clinical and clinical populations such as academic achievement (Weber, Gerber, Turcios, Wagner, & Forbes, 2006) , social functioning (Dawson, Shear, & Strakowski, 2012) , and behavioral problems (Baird, Silver, & Veague, 2010; Giancola, Godlaski, & Roth, 2012) . Archives of Clinical Neuropsychology 28 (2013) [425] [426] [427] [428] [429] [430] [431] [432] [433] [434] Some have argued that executive function is a unitary construct, manifesting in different ways depending on contextual demands (Duncan, Emslie, Williams, Johnson, & Freer, 1996; Garon, Bryson, & Smith, 2008) . Several lines of research, however, support the fractionation of executive functions. This has included evidence of discrepant developmental trajectories for different executive functions (Anderson, 2002; Welsh, Pennington, & Grossier, 1991) ; specific rather than generalized deficits on executive function measures in clinical populations (Godefroy, Cabaret, Petit-Chenal, Pruvo, & Rousseaux, 1999; Mur, Portella, Martinez-Aran, Pifarre, & Vieta, 2007; Nigg et al., 2005) ; evidence of at least partly distinct neural circuitry subserving different executive functions (Roth, Randolph, Koven, & Isquith, 2006) ; and typically small to moderate correlations between performance-based tests designed to assess executive functions (Miyake et al., 2000; Nigg et al., 2005) .
Factor analytic studies of performance-based tests have also supported a fractionation of executive functions, generally identifying more than one factor or component explaining variability (Busch, McBride, Curtiss, & Vanderploeg, 2005; Klenberg, Korkman, & Lahti-Nuuttila, 2001; Latzman & Markon, 2010) . Similar findings have been reported in studies of the Behavior Rating Inventory of Executive Function (BRIEF), a questionnaire measure designed to capture multiple aspects of executive function as manifested in everyday life in children and adolescents (Gioia, Isquith, Guy, & Kenworthy, 2000) . Exploratory factor analysis of the eight scales of the parent and teacher forms of the BRIEF revealed a two-factor solution in both typically developing children and a mixed clinical sample (Gioia et al., 2000) . The Behavioral Regulation Index or factor reflects the ability to shift cognitive set, modulate emotions and behavior, and exert appropriate inhibitory control. The Metacognition Index or factor measures working memory, the ability to initiate, plan, and organize problem-solving, as well as self-monitoring of behavior. Gioia, Isquith, Retzlaff, and Espy (2002) subsequently conducted a confirmatory factor analysis (CFA) of the BRIEF parent report form in a mixed clinical sample, using a nine scale version that separated the Monitor scale into a Task-Monitor scale reflecting the monitoring of task-related activities, and a Self-Monitor scale reflecting monitoring of the effects of one's behavior on others . A three-factor solution best fits the data, as opposed to one-, two-, or four-factor models. Although the Metacognition Index remained unchanged, the Behavioral Regulation Index broke down into a Behavioral Regulation factor consisting of the Inhibit and Self-Monitor scales, and an Emotional Regulation factor composed of the Emotional Control and Shift scales. A two-factor rather than one-or three-factor solution for the parent report form was found to be most appropriate in a sample of children and adolescents with intractable epilepsy (Slick, Lautzenhiser, Sherman, & Eyrl, 2006) , although this study used the eight-rather than nine-scale model of the BRIEF (i.e., a single Monitor scale). The latter study did, however, find that the Monitor scale loaded equivalently on both the Metacognition Index and Behavioral Regulation Index, supporting the suggestion that this scale does not reflect a unitary construct . In a sample of children with traumatic brain injury, a two-rather than one-factor structure involving the original eight scales was reported for the BRIEF parent form, as well as finding that the Inhibit scale loaded more strongly on the Metacognition factor than the expected Behavioral Regulation factor (Donders, DenBraber, & Vos, 2010) . The potential of a better fit for a three-factor solution was not examined. Finally, the recent CFAs of the BRIEF parent and teacher forms in a mixed healthy and clinical sample supported a nine-scale, three-factor model of the BRIEF including separate Behavioral Regulation and Emotional Regulation factors (Egeland & Fallmyr, 2010) .
The BRIEF-Adult version (BRIEF-A) was developed as an extension of the original BRIEF (Gioia et al., 2000) to adults aged 18-90 and has both self-and informant-report forms (Roth, Isquith, & Gioia, 2005) . The BRIEF-A has the same nine scales as found in , having Self-Monitor and Task-Monitor scales rather than a single Monitor scale (Table 1) . Exploratory factor analysis of the BRIEF-A conducted separately for the two forms, using the normative sample as well as a mixed clinical and healthy adult sample, yielded a two-factor solution (Metacognition factor and Behavioral Regulation factor) consistent with the original version of the measure. This factor structure was invariant across genders and present irrespective of whether younger or older adults were considered. In the present study, we conducted a CFA of the BRIEF-A self-report form in a large sample of healthy young adults. We compared one-, two-, three-, and four-factor models. A single-factor model was considered in line with the view of executive function as a unitary construct. A two-factor model consistent with the prior exploratory factor analysis of the BRIEF-A was also examined (Roth et al., 2005) . We then evaluated whether the BRIEF-A may be better characterized along the line of findings for the original BRIEF, indicating the superiority of a three-factor model that separated the Behavioral Regulation Index into Behavioral Regulation and Emotional Regulation factors (Egeland & Fallmyr, 2010; . We also considered a four-factor model involving the Behavioral Regulation and Emotion Regulation factors, as well as separating the Metacognition Index into "Internal" and "External" Metacognition factors . These latter two factors were conceptualized as reflecting a focus on high-order executive processes such as working memory, initiation, and the ability to plan and organize for problem-solving (Internal) versus attending to one's behavior and environment as reflected by monitoring one's performance on tasks for accuracy and organization of one's work and living space in an orderly manner (External).
Finally, a recent study reported poorer functioning on both the Behavioral Regulation Index and Metacognition Index in adults with attention-deficit/hyperactivity disorder (ADHD) relative to a healthy comparison group, though the difference was larger for the latter index (Rotenberg-Shpigelman, Rapaport, Stern, & Hartmen-Maeir, 2008) . We therefore explored in a sample of adults with ADHD whether an alternate model for the BRIEF-A, yielded through the factor analysis indicated above, would provide clinically relevant information beyond that gained from the original two-factor model.
Method

Participants
Participants were 524 (255 men and 269 women) adults between 21 and 35 years of age (M ¼ 23.07; SD ¼ 2.91), recruited as part of larger study on behavior and alcohol use in young adults. They were recruited through advertisements placed in various newspapers and fliers posted around the Lexington, Kentucky metropolitan area. Respondents were initially screened by telephone for inclusion and exclusion criteria. Specific inclusion criteria included being within the age range noted above and ability to read English at least at the fourth grade level. Volunteers were excluded from participation if they reported during an screening interview any past or present drug-or alcohol-related problems, head injury with loss of consciousness and/or requiring medical attention, learning disability, history of severe mental illness (e.g., schizophrenia-spectrum disorder, bipolar disorder), or current or past treatment for a psychiatric disorder. Participants were 87% Caucasian, 10% African American, 1.0% Hispanic, and Other 2.0% (essentially evenly split between men and women). Ninety-two percent of the participants were never married and the sample had an average of 16.2 years of education (SD ¼ 1.98). Written informed consent was obtained according to a protocol approved by the University of Kentucky's Institutional Review Board.
A sample of 19 adults meeting DSM-IV criteria for ADHD (American Psychiatric Association, 2000), referred to our clinics for neuropsychological assessment including the BRIEF-A, was examined to assess the clinical relevance of the factor structures. Within this sample 57.8% met criteria for the inattentive subtype and 42.2% for the combined subtype, and six were receiving medication for ADHD at the time of evaluation (three methylphenidate, two methylphenidate extended-release, and one dextroamphetamine). Eight patients had a history of mood disorder, three generalized anxiety disorder, and one alcohol use disorder. Patients were excluded if they had a history of schizophrenia-spectrum disorder, bipolar disorder, current alcohol or substance use disorder, a neurological disorder, or active medical illness that could affect the central nervous system. Patients were compared with a sample of healthy adults selected pseudorandomly (i.e., matched for age and gender by one of the authors, ASF, without reference to their BRIEF-A scores) from a research database at the Geisel School of Medicine at Dartmouth, ensuring that the data were independent from that used in the factor analysis. All of these participants were between 18 and 35 years of age (M ¼ 25.21; SD ¼ 5.65 for both groups) and Caucasian, and the groups did not differ with respect to gender distribution (% female: ADHD ¼ 36.8, Healthy ¼ 47.4). Beck, Steer, & Brown, 1996) score was available for 12 of the patients (M ¼ 19.17, SD ¼ 9.42) but none of the matched controls.
Procedures
Participants at the University of Kentucky provided demographic data and then completed the BRIEF-A self-report form and the BDI-II (Beck et al., 1996) in addition to a number of other self-report inventories not pertinent to this paper. Participants in the ADHD and the matched healthy group completed the BRIEF-A. The BRIEF-A contains 75 items scored on a three-point Likert scale with higher scores indicating poorer executive function. A minimum fourth grade reading level is required. The BRIEF-A yields an overall score (Global Executive Composite) composed of two index scores, the Behavioral Regulation Index and the Metacognition Index. The Behavioral Regulation index is comprised of four scales (Inhibit, Shift, Emotional Control, and Self-Monitor) and the Metacognition Index is comprised of five scales (Initiate, Working Memory, Plan/Organize, Task Monitor, and Organization of Materials). None of the participants had elevated scores on the three validity scales included in the BRIEF-A (Negativity, Infrequency, and Inconsistency). The BRIEF-A was standardized on 1050 adults between the ages of 18 and 90 sampled to approximate the 2002 U.S. Census proportions with respect to sociodemographic characteristics. The measure has excellent internal consistency (Cronbach a coefficients ranging from 0.93 to 0.96 for the three major indices) and 1-month test-retest reliabilities (ranging from r ¼ .93 to .94 for the three major indices; Roth et al., 2005) . There is support for the convergent and discriminant validity of the BRIEF-A (Roth et al., 2005) and its utility has been demonstrated in studies of clinical (Biederman et al., 2011; Chang, Davies, & Gavin, 2009; Garlinghouse, Roth, Isquith, Flashman, & Saykin, 2010; Kumbhani, Roth, Kuck, Flashman, & McAllister, 2010; Rabin et al., 2006) and non-clinical (Christ, Kanne, & Reiersen, 2010; Koven & Thomas, 2010; Rabin, Fogel, & Nutter-Upham, 2010) populations.
Statistical Analyses
The CFA used the mean raw scores for the nine BRIEF-A scales. We tested the four different CFA models examined by Gioia and colleagues (2002) using LISREL 8.8 (Jöreskog & Sörbom, 2004 Model parameters were estimated using maximum likelihood in LISREL. In addition to the overall x 2 statistic, several overall goodness-of-fit indices were employed to examine the fit of the four different factor models (Marsh, Balla, & McDonald, 1988) with the following "rule-of-thumb" cutoff criteria for well-fitting models: Standardized root mean squared residual (SRMSR) ≤0.08, root mean squared error of approximation (RMSEA) ≤0.06, Tucker -Lewis Index (TLI), and Comparative fit index (CFI) ≥0.95 (see Hu & Benter, 1998 .
Results
Confirmatory Factor Analysis
The mean BDI-II score of the sample was in the "minimal" range (Mean ¼ 6.49, SD ¼ 5.99). The average BRIEF-A scores were all relatively low (Table 2) , consistent with those reported for other samples of healthy adults (Kumbhani et al., 2010; Rabin et al., 2010; Roth et al., 2005) . The nine BRIEF-A scales were moderately to highly correlated with one another, with coefficients ranging from 0.21 to 0.72 (Table 2 ).
The CFA indicated that all models tested were rejected statistically on the basis of the x 2 statistic and none of the models met the stringent cutoff criterion for RMSEA ( Table 3 ). Note that adjacent models in Table 3 are nested so that they can be compared with one another on the basis of the Dx 2 for their relative fit to the data. For example, the two-factor model is nested within (a special case of) the three-factor model and can be generated from the three-factor model by fixing the correlation between the Behavioral Regulation and Emotional Regulation factors to 1.00 and constraining the correlations between these two factors and the Metacognition factor to be equal. The models that we tested were not all that different from one another in some respects. They all estimated the same number of factor loadings (nine) and uniquenesses (nine). They differed only with respect to the number of factors and correlations among the factors. This is why the global fit indices (i.e., SRMSR, RMSEA, TLI, and CFI) did not differ drastically from model to model. As such, the only remaining means to determine which model best represented the data was to examine the solutions for out-of-bounds parameter estimates and differences in model goodness-of-fit between adjacent, nested models in terms of the Dx 2 test. The Dx 2 test confirmed that the BRIEF-A is not unidimensional (i.e., the twofactor model fit significantly better than did the one-factor model), that the three-factor model improved fit beyond the two-factor model ( Table 3) , and that adding a fourth factor did not improve the model fit, resulting in an inadmissible solution-the correlation between the Internal and External Metacognition factors was estimated to be 1.02. Thus, the three-factor solution appeared to best represent the data. Figure 1 displays the parameter estimates for the three-factor model. All factor loadings were relatively high and statistically significant with the Metacognition, Emotional Regulation, and Behavioral Regulation factors accounting for 61%, 52%, and 58% of the variance in their respective scales, respectively. The three factors contributed 14%, 19%, and 24% of unique variance to the model, respectively, and a second-order general factor accounted for 41% of variance overall. The factors were also highly interrelated, with correlations ranging from .70 to .79. This suggested that the three first-order factors (FOFs) could also be summarized in terms of their loadings on a single general second-order factor (SOF), labeled the General Executive Composite, as is shown in Fig. 1 . Note that the FOF and the SOF model are not differentiable statistically from one another, but are merely alternative plausible representations of the same latent correlational structure.
Factor Scores in Adult ADHD Table 4 presents BRIEF-A mean factor scores for the ADHD and the healthy comparison group. Since the factor analysis indicated that the three-factor solution is preferable to the other alternate models tested here, we restricted group comparisons to scores for the two-and three-factor models. Independent sample t-test indicated significantly worse functioning on the Metacognition factor in the ADHD group irrespective of model-t(1) ¼ 4.39, p ¼ .001, d ¼ 1.42. In the two-factor model, the group difference for the Behavioral Regulation factor was only at the level of a trend-t (1) 
Discussion
The present study investigated the factor structure of the BRIEF-A in order to determine which of four competing models best fit the data obtained from a large sample of young adults. Results showed that a three-factor model fits the data better than either the one-, two-, or four-factor models tested. The structure of the Metacognition factor was found to be the same as that obtained in an exploratory factor analysis of the BRIEF-A, being composed of the Initiate, Working Memory, Plan/Organize, Task Monitor, and Organization of Materials scales (Roth et al., 2005) . In contrast, the originally unitary Behavioral Regulation Index separated into a Behavioral Regulation factor consisting of the Inhibit and Self-Monitor scales and an Emotional Regulation factor composed of the Emotional Control and Shift scales. This separation of the Behavioral Regulation Index into two factors, and the scale composition of those factors, is consistent with the results of CFAs of the nine-scale version of the original BRIEF that was designed for use with children and adolescents (Egeland & Fallmyr, 2010; .
Correlations among the three BRIEF-A factors were significant, however, indicating considerable interactions among components of executive function. Nonetheless, the results of the present analyses, as well as those of the BRIEF designed for children (Egeland & Fallmyr, 2010; and other questionnaire measures of executive function (Chaytor & Schmitter-Edgecombe, 2007) , are not consistent with a model emphasizing a unitary, general executive construct. Rather, the observation of separate factors of metacognition, behavioral regulation (including inhibitory control), and emotional regulation meshes well with models of executive function emphasizing fractionation of executive function into at least partially distinct components each have important roles in self-regulation (Barkley, 1997; Miyake et al., 2000) .
The presence of separate Behavioral Regulation and Emotional Regulation factors in the BRIEF-A is consistent with a growing body of evidence, indicating at least partly distinct neural substrates for these two forms of self-regulation (Kompus, Hugdahl, Ohman, Marklund, & Nyberg, 2009; Mohanty et al., 2007) . In addition, the two factors appear to overlap conceptually, to some extent, with theoretical models of executive function that argue for a unique role of emotion regulation, such as that of Zelazo & Müller (2002) proposing the presence "cool" cognitive and "hot" affective aspects of executive control. Thus, further research is warranted to assess the reliability and validity of the Behavioral Regulation and Emotional Regulation factors. The ability to monitor one's own behavior is vital for problem-solving, accurate completion of tasks (e.g., homework, job-related tasks), and interacting in a socially appropriate manner. In this study, the BRIEF-A Task-Monitor and Self-Monitor scales loaded differentially on the Metacognition and Behavioral Regulation factors, a finding that was also obtained in prior studies using the BRIEF to examine parent and teacher reports of executive functioning in children (Egeland & Fallmyr, 2010; Gioia et al., 2000) , as well as an exploratory factor analysis of the BRIEF-A (Roth et al., 2005) . These findings indicate that monitoring is not a unitary construct, but rather varies depending on the nature of the information being monitored and the context in which monitoring tasks place. Our findings also appear to be consistent with functional neuroimaging research and studies of patients with acquired brain lesions, which together suggest at least a partial dissociation between the neural correlates of different types of monitoring, though they involve richly interconnected prefrontal regions. Accurate monitoring of performance on behavioral tasks, reflected in the BRIEF-A Task-Monitor scale, has been most consistently associated with the anterior cingulate gyrus van Veen & Carter, 2002) . In contrast, the ability to judge the appropriateness of one's behavior in social contexts, reflected in the BRIEF-A Self-Monitor scale, is more commonly associated with integrity of ventral prefrontal cortical regions such as the orbitofrontal cortex (Beer, John, Scabini, & Knight, 2006; Viskontas, Possin, & Miller, 2007 , but see also Turken & Swick, 2008) . Recent research demonstrating a relationship between an event-related potential correlate of the awareness of having committed an error during a behavioral task and the Task Monitor, but not Self-Monitor scale in adults with ADHD (Chang et al., 2009 ), provides additional support for the distinctiveness of the two monitoring scales. Further research examining the BRIEF-A Task-Monitor and Self-Monitor scales in clinical populations, including those with lesions in different regions within the prefrontal cortex, will be important to determine the consistency with which these two scales can be dissociated, as well as their clinical relevance.
In addition to the CFAs in healthy young adults, we examined BRIEF-A scores based on the two-and three-factor models in a sample of young adults with ADHD. Our patient group reported greater difficulty on the Metacognition factor than a matched group of healthy adults, consistent with a prior study on adult ADHD (Rotenberg-Shpigelma et al., 2008) . The Behavioral Regulation factor showed only a trend toward being worse in the ADHD group when examined in the two-factor model. In contrast, analysis of the three-factor model revealed that adult ADHD is associated with poorer scores on the Behavioral Regulation factor (reflecting inhibitory control and monitoring of social behavior) but not Emotional Regulation factor (reflecting control of emotions and cognitive flexibility). Furthermore, a differential pattern of correlations was observed between self-reported depression and the BRIEF-A factor scores. Mood was unrelated to Behavioral Regulation in the three-factor model but showed a trend to be associated with Behavioral Regulation in the two-factor model and was highly correlated with the Emotional Regulation factor. These findings support the clinical relevance of the three-factor model and indicate that the current BRIEF-A Behavioral Regulation Index score, although of demonstrated usefulness in a variety of clinical studies (Garcia-Molina, Tormos, Bernabeu, Junque, & Roig-Rovira, 2012; Reid, Karim, McCrory, & Carpenter, 2010; Rotenberg-Shpigelma et al., 2008) , may mask meaningful problems with more specific aspects of executive functioning.
Together, the findings suggest that reliance on use of the Global Executive Composite score, representing the overall integrity of executive functions as measured by the BRIEF-A, might obscure more specific relationships between executive functioning in everyday life (as reflected by index/factor scores or individual scale scores) and clinical problems, neuropsychological test performance, or other salient variables. Indeed, previous studies have demonstrated the importance of examining the BRIEF at the level of the indexes/factor scores or at the level of individuals scales in a variety of pediatric (Brown et al., 2008; Mahone et al., 2002) and adult (Christ et al., 2010; Kumbhani et al., 2010; Schroeder & Kelley, 2008) populations.
The present findings should be interpreted within the context of the limitations of this study. First, the factor analysis sample consisted of generally well educated young adults and thus it remains unknown whether the three-factor model would also provide the best fit in other populations. Although exploratory factor analysis of the BRIEF-A indicated that older and younger adults did not differ with respect to the two-factor structure reported (Roth et al., 2005) , it is possible that age differences could be observed in the three-factor model. Furthermore, while at most small effects on BRIEF-A scores have been reported in relation to gender, race/ ethnicity, and educational level (effect sizes being generally 0.01 or less; Roth et al., 2005) , it remains an empirical question whether such variables impact the factor structure of the measure. Similarly, it will be important to determine whether the factor structure is invariant in clinical populations, especially given that greater variability in scores may be seen in clinical than healthy samples, thus potentially affecting factor loadings. In addition, although exploratory factor analyses indicated consistent factor structures for the BRIEF-A Self-and Informant-Report forms, the present results are based on factor analysis of only the Self-Report form. Thus, although the Self-and Informant-Report forms are essentially identical, it remains unknown whether the three-factor model is generalizable to informant report form of the measure. In addition, we discovered in post hoc analyses that BRIEF-A scores were positively skewed and some were also kurtotic. Asymptotic distribution-free estimators are now available for non-normal data (Browne, 1984; Jöreskog & Sörbom, 2004) but they require much larger sample sizes (in the 1,000 s; see Cortina, Chen & Dunlap, 2001; Hu, Bentler, & Kano, 1992) than was available here. Rather, we used normal theory maximum likelihood estimators that have been shown to be robust to at least modest violations of the multivariate normality assumption (Chou, Bentler, & Satorra, 1991; Cortina et al., 2001) . Still, this violation may be responsible for some of the models' imperfect fit to the data (e.g., RMSEAs . 0.08). Our sample of adults with ADHD was relatively small and represented a clinical convenience sample rather than a carefully selected, comorbidity-free research sample. Furthermore, a subset of the patients were medicated for the disorder, although prior work (Roth et al., 2005) has indicated that treatment with methylphenidate improves scores on the BRIEF-A in adults with ADHD, and thus medication status is unlikely to account for the differences observed between the patient and matched control groups. Nonetheless, further investigation into the clinical sensitivity of the three-factor model of the BRIEF-A in this population is needed.
Overall, with these caveats in mind, this study supports a multidimensional model of executive function, consistent with the design of the BRIEF-A and its forerunner the BRIEF. It should be noted, however, that the clinical use of the three-factor model is limited at this time by the lack of appropriate normative data. Furthermore, as noted above, additional research is required to ensure the reliability and the utility of the three-factor model prior to its application in clinical contexts. Nonetheless, the present findings provide a promising avenue for examining components of executive function as manifested in everyday life.
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